DISCUSSION.
Mr. A. L. WHITEHEAD asked Dr. McBride whether in this case the cerebellum was explored through a separate opening posterior to the lateral sinus or if the mastoid opening was followed backwards so as to expose the cerebellum. With regard to Dr. Logan Turner's cases, were the leucocyte counts continued after the operations until convalescence, and, if so, what were the results ? In the cases of sigmoid sinus thrombosis, was the sinus exposed until a healthy portion was reached before the wall was incised ? If this were done, there was less risk of pushing back a portion of infected clot by the gauze plug used to arrest the haemorrhage, and the sinus could be more deliberately laid open and the inner wall inspected.
Dr. THOMAS BARR asked, with regard to Dr. McBride's case, how the abscess was ultimately found in the cerebellum-whether it was reached by operation from the posterior of the pars petrosa in front of the cerebellum. There was another interesting point in connection with that case, viz., the symptom of nystagmus. He would like to know if this symptom became more marked as the disease advanced, or the contrary. He noticed that at first the nystagmus was on the tight side and later on the left alone. Neumann and Barany alleged that one could differentiate cerebellar suppuration from labyrinthine by the presence and behaviour of nystagmus. In the former the nystagmus, slight at first, became worse and worse as the disease advanced,' whereas, in the case of labyrinthine suppuration, the nystagmus was more pronounced at first but gradually became less marked, till it disappeared. He asked whether the former course was noticed in this case. The non-existence of rigors in the case was noteworthy. Of course, the most striking feature of sinus involvement was repeated rigors, with violent fluctuations of temperature.
This case confirmed what he had occasionally seen, that rigors might be absent, the sinus condition being indicated simply by marked fluctuations of temperature. These exceptional cases were a warning that they must not wait for rigors before operating. Dr. MILLIGAN said it would be interesting to hear from the exhibitors of these various cases their reasons for tying the jugular vein or for leaving it alone. This point raised the question as to the class of case in which the jugular vein should be tied, and those cases in which it was sufficient merely to clear out the clot in the lateral sinus and leave the vein unligatured. It had always seemed to him that in those cases where there were no definite evidences of phlebitis extending down the neck, as indicated by tenderness, enlargement of glands, &c., one could obtain very good results by simply clearing out the clot and leaving the vein alone. In many cases, after opening the sinus no macroscopic evidence of infection of its coats was evident. On the other hand, where there was evidence that the coats were infected, and that the process was extending downwards towards the neck, then, he thought, there could be no doubt that the internal jugular vein should be tied. He raised this point because he noticed in Dr. Logan Turner's first case that he said: "Sinus wall exposed for 1i in.; wall did not look unhealthy. Sinus incised; dark clot filled lumen; -right internal jugular vein was ligatured." He thought one might reasonably ask Dr. Logan Turner why he did ligature the jugular vein in this particular case.
Mr. BALLANCE said it seemed to him that much was gained by modern methods of examination. He referred to the examination of the blood and of the cerebrospinal fluid, and the discovery of the organism producing the suppuration. Recently he had a very severe case of septicemia, with symptoms also of meningitis, and in this case the vaccine treatment appeared to be most valuable. With regard to the question of ligature of the jugular vein in lateral sinus pymmia or septictemia, he thought the decision must depend upon whether the infection was a local or a spreading one.
Mr. HUGH E. JONES said he had not very much to add to what had been already said, but he would like to ask for information and help. In Dr.
McBride's case of cerebellar abscess there was no mention of hernia; but as he then had a case of cerebellar abscess in which he had to plug the sinus, owing to tearing of its wall, which was necrotic and adherent to bone, during the necessary removal of bone, and in which a very large hernia formed, he would like to know whether, in the experience of those present, the plugging of the sinus, either by pathological processes or by operation, encouraged the formation of a hernia after the evacuation of the cerebellar abscess. He would also like to have some advice in regard to the treatment of hernia. In the case mentioned, everything had been tried except removal of the hernia: enlargement of the opening in bone and dura, the making of a counter opening, and search for a second abscess, painting the hernia with formalin and glycerine, &c.
In regard to the question of tying the internal jugular vein, there was one thing that struck him in Dr. Logan Turner's notes. He said that no micro-organisms were found in the clot from the jugular vein. Many surgeons claimed to have found pathogenic organisms, not only in the clot but in the apparently healthy walls of the vein, very low down, in a large proportion of their cases (notably McKernon and Richards, of New York), and consequently practised the excision of the whole vein. It had always seemed to him that this radical proceeding was unnecessary, even where the upper part of the vein was filled with breaking down clot. It seemed sufficient to place the ligature below the clot and to excise the portion of vein above it, or to bring the upper part of the vein out of the wound and drain through it; but one must bear in mind that the results published by these gentlemen were very remarkable, and were possibly accounted for by their more radical method of operating. Dr. KERR LOVE said that personally he had received in his practice almost no help from the study of the bacteriology of intracranial conditions; he had nearly always been able to make up his mind as to what course he should follow with regard to treatment, apart altogether from bacteriology. There was a case recently in which one of his colleagues operated and failed to find the antrum. A year later he (Dr. Love) operated upon the same case and was able to find the antrum, and a meningitis followed the operation. No treatment of any kind specially directed to the specific affection was adopted, and the girl made an excellent iecovery. The diagnosis of meningitis was confirmed by an examination of the cerebrospinal fluid. Certainly, in these difficult cases any practical help given by an examination of the cerebrospinal fluid would be welcomed by aural surgeons, but in the meantime he felt that a careful study of the clinical symptoms gave as clear a guide as any study of the bacteriology of the case.
Mr. SYDNEY SCOTT asked Dr. Logan Turner and Mr. Wade, with reference to their case, what was the cause of death. It appeared to have been a very interesting case that Mr. Cotterill had operated upon some seven years agosuccessfully draining a right temporo-sphenoidal abscess-and he saw that Dr. Turner operated on the left sigmoid sinus early last year. The symptoms with which the patient was readmitted in the autumn suggested to Mr. Scott that he was suffering from intralabyrinthine disease on the left side. As no cause for death was mentioned, and there appeared' to have been increased intracranial pressure, he would also like to ask what was the condition of the ventricles of the brain after death, and whether they were distended with fluid or whether they were normal.
Dr. McBRIDE, in reply, said that with regard to his case and the questions that had been asked, he would answer as shortly as possible. He might say that the cerebellum was explored simply by an opening made by extending that by which the sinus was exposed. The abscess was eventually found by Mr. Dowden. Pus was seen welling up along the lateral sinus from below, and the fourth operation was performed with a view to tracing it to its source. Eventually Mr. Dowden put a plug over the lower part, and then found a small orifice in the dura, which he enlarged. With regard to the question of nystagmus, his idea as to Neumann's views was that he believed persistent nystagmus on looking towards the diseased side was suggestive of cerebellar abscess, while the opposite condition was more commonly found in labyrinthine suppuration. This question of nystagmus greatly interested him, but as time was rather short he would not enter into it further. He might add that in his case there was no hernia.
Dr. LOGAN TURNER, in reply, said he would confine his remarks to the clinical side of the case, and ask Mr. Wade to reply as to the pathological condition. First of all, with regard to the leucocytosis, the work in connection with this was done by Dr. Darling, and he would have preferred him to reply. The point was that, as far as the diagnosis was concerned between sinus thrombosis and a localized brain abscess, a much higher leucocyte count was found in the sinus thrombosis cases than in the cases of localized brain abscess. The leucocyte count was of value in connection with the prognosis of the case after operation; that was to say, allowing three or four days to elapse, in order to get over the effect of the anesthetic, which again raised the leucocytosis, one found that daily, or every other day, the leucocyte count showed a gradual reduction to the normal. On the other hand, when the patient was not doing well, it was generally found that there was again a very considerable increase in the number of leucocytes. The second point raised was the question of ligation of the internaljugular vein in cases of sigmoid sinus thrombosis. Having exposed the sinus and come to the conclusion, either before or after opening it, that there was a clot, one at once ligatured the jugular. His reason for doing so was simplv this: that he wanted to place a barrier in the blood-stream before disturbing the septic foci which were present in the sinus. Moreover, one did not know how far the clot might have extended down, and by exposing the vein in the neck one was able to learn this. The third point, which had not been raised in the discussion, but which he wanted to refer to, was the diagnostic value of the symptom of the loss of the power of naming objects in lesions of the left temporo-sphenoidal lobe. He had now had six cases, three of left temporal lobe abscess, one of large subdural abscess on the left side, and one of very extensive left-sided extra-dural abscess, and in all of them there was a loss of the power of naming objects. If, in a case of suppuration of the left middle ear, there was suspected intracranial abscess, the absence of the above symptom would be in favour of the pus being situated in the cerebellum. In a case at present in the ward, the cerebellum was first successfully explored and an abscess found, because this symptom was absent.
Mr. HENRY WADE, in reply, said he must, of course, confine himself entirely to the question of the pathological findings in the case shown by Dr. Logan Turner and himself. As far as he was aware, only one point had been raised to which a reply was required, but, with the President's permission, he would like to refer briefly to the more important pathological features of this most interesting case. To take them up here in the order they were raised, we had a successful operation for right temporo-sphenoidal abscess a matter of seven years before death. Now, the interest in this connection was that the abscess cavity had been replaced by what might be called a cyst. They found the brain and its membranes adhering by cicatricial tissue to the trephine opening, and the abscess membrane now replaced by organized cicatricial tissue. This cyst passed downwards for quite a considerable distance into the temporo-sphenoidal lobe, and was seen to be separated by only a delicate layer of brain tissue from the lateral ventricle. The next point was that in March, 1907, he was operated upon and the left internal jugular vein ligatured. They now found, of course, the usual change: the vessel was completely thrombosed for some distance. But there were certain rather interesting points. The first was that at the site of the ligature one could make out that although it was, roughly, nine months from the operation to the ultimate death of the patient from another cause, there was present a fragment of the catgut used to ligature the vessel. The sigmoid sinus was also completely thrombosed, and the lateral sinus showed a similar change. Its lumen was, however, not completely obliterated, and was lined by organizing granulation tissue. The auditory nerves on both sides were incorporated in masses of new growth, having the structure of a highly cellular fibroma. The cause of death was found to be explained by the presence of a small abscess in the pons. Time, however, would not permit of more detailed reference to certain other points of interest in this case.
Dr. W. PERMEWAN, in reply, said that he had only one remark to make, and that was that, with regard to tying the jugular vein, his reason was chiefly an experimental one. He almost always found that tying the jugular vein produced a good result. It had been said that the vein should not be tied unless there was phlebitis spreading into the neck. That was impossible to decide accurately; the alleged symptoms-pain and tenderness-were of no certain import; and, having seen an invariable improvement after ligature, he believed the sound practice was to tie the vein in every case. The alleged dangers of doing so were, in his judgment, wholly imaginary.
